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LEARNING BY IMAGES
Coronary heart disease patient with implantable cardioverter 
desfibrilator and electrical storm submitted to  
ventricular tachycardia ablation
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Figure 1. Electrocardiogram presenting clinical tachycardia at an  
Emergency Department Unit
Figure 2. Implantable cardioverter defibrillator (ICD) record of ventricular 
tachycardia and cardioversion
Figure 3. Electroanatomical map in posterior projection, mitral ring identified  
at 1 o’clock, red area corresponding to low voltage – “scar” and red circles  
are the sites where radiofrequency was applied
Figure 4. Correlation of points with intracavitary electrograms and surface 
electrocardiogram, guiding ventricular tachycardia ablation
117Coronary heart disease patient with ICD and electrical storm
einstein. 2012;10(1):116-7
A 69-year old diabetic patient with O2-dependent 
chronic obstructive pulmonary disease (COPD), history 
of myocardial revascularization in 1998 and one episode 
of ventricular tachycardia and placement of cardiac 
defibrillator in 2003. He was seen at the Emergency 
Department in February 2010 with palpitations and 
four shocks in the last two hours. The electrocardiogram 
showed wide QRS tachycardia with right bundle branch 
block (RBB) and superior axis (Figure 1). Arrhythmia 
reverted after sedation and eletrical cardioversion 
(ECV). The implantable cardioverter defibrillator (ICD) 
evaluation demonstrated appropriate therapy (shock 
for ventricular tachycardia), confirming the main 
hypothesis (Figure 2). He presented recurrence of 
tachycardia despite the optimized drug treatment, 
including intravenous amiodarone. The use of the 
antitachycardia pacing (ATP) (fast stimuli) through the 
ICD did not stop tachycardia; on the contrary, it would 
even increase it. Hence the patient was submitted to 
catheter ablation of ventricular tachycardia. Since 
there was more than one inducible tachycardia 
episode, and the patient did not tolerate arrhythmia 
for a prolonged period, it was decided to perform 
combined ablation of the arrhythmic substrate, guided 
by the electroanatomical map (CARTO) (Figure 3) to 
assist with electrophysiological data (Figure 4). The 
procedure was successful and there have been no new 
ventricular tachycardia episodes in clinical follow-up.
The use of the electroanatomical map in 
electrophysiological procedures enabled managing 
complex arrhythmias in patients at high pre-procedure 
risk (1). Atrial fibrillation and ventricular tachycardia 
related to structural cardiopathy have been addressed 
with this technology in most specialized centers, showing 
superior results than the conventional technique(2-3).
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